pore HOMETREUTATE /7 General Library 
Sec. 34.66 P. L. & R. 


University of Michigan U. 8. POSTAGE 
Ana Arbor, Michigan PAID 


El Paso, Texas 
Permit No. 989 


VERSI 
F MICHIGAN 


FEB 15 1954 


MEDICIN 


OFFICIAL JOURNAL OF THE SOUTHWESTERN MEDICAL ASSOCIATION AND EL PASO COUNTY MEDICAL SOCIETY 


REPUBLICAN “WELFARE” Page 61 
By Robert B. Homan, Jr., M. D., El Paso 
APHORISMS AND MEMORABILIA — TRUTHS AND CONCEPTS 
CONCERNING UROLOGY .... 
By Andrew M. Babey, M. D., “tas Cruces, N. M. 


PROCEEDINGS OF THE NEW ENGLAND CARDIOVASCULAR SOCIETY 
EXPERIMENTAL AND CLINICAL ASPECTS OF PAROXYSMAL 
AURICULAR TACHYCARDIA WITH BLOCK... Page 63 

By Harold D. Levine, M. D., Norman F. Wyatt, M. D., and 
Bernard Lown, M. D., Boston 

By Lewis Dexter, M. D., Florence W. Haynes, Ph. a 
Lawson McDonald, M. D., Murray Rabinowitz, M. D., 
and George A. Saxton, Je, M. D., Boston 

By Bernard Lown, M. D., Augustus T. Crocker, M. D., 


February and Samuel A. Levine, M. D., Boston 


THE DIFFERENTIAL DIAGNOSIS OF PAIN ASSOCIATED WITH 
1954 Page 66 
By Luman E. Daniels, M. D., Denver 
CANCER OF THE GASTRO-INTESTINAL TRACT... eee Page 70 
By H. Necheles, M. D., Chicago 


TRINSICON 


(Hematinic Concentrate with Intrinsic 
Factor, Lilly) 


> 


day for anemias 


THIS PRINTING: 2,500 COPIES 


WA 
| ‘ 
| 


PROVIDENCE 
MEMORIAL HOSPITAL 


LAM 


THE SOUTHWEST'S MOST MODERN, COMPLETE 
AND APPROVED HOSPITAL DIAGNOSTIC 
AND TREATMENT FACILITIES 


NOW OFFERING 
ISOTOPE STUDIES 


COMPLETE CHEMISTRY LABORATORY 


FEBRUARY, 1954 


SOUTHWESTERN MEDICINE 


Page 61 


Pe Kebus MWedicis Ct Politicis 


BY ROBERT B. HOMAN, JR., M. D., EL PASO, TEXAS 
MEMBER OF THE HOUSE OF DELEGATES OF THE AMERICAN MEDICAL ASSOCIATION 


REPUBLICAN 


Any thinking person must now be con- 
vinced that we in America have gone so far 
down the road of social reform entailing 
Federal subsidization and control of our 
lives that we have apparently reached the 
point of no return. It now becomes a battle 
to retain the principles of free enterprise in 
business, the professions, and in commerce 
while evolving and assimilating these social 
projects into our form of government. With 
some freedom remaining in our business 
world, perhaps through taxation of this great 
source of production, we may be able to 
finance the “social gains” which seem now 
— as important to our people’s wel- 
are. 

A quiet perusal of the President’s address 
on the State of the Union should convince 
any American that, on the “home front”, 
some very important items are those on 
“social security.”” The President advocates 
extension of social security in many ways 
and in many directions. First, and foremost, 
is the increase of the amount to be paid to 
the elderly retired person, plus an increase 
in the amount which the elderly person may 
earn each year and still retain his right to 
a pension from the government. Considering 
the increase in living costs, and provided we 
accept the principle of government res- 
ponsibility in this direction, the pension 
should be as adequate as possible, and it 
should be obvious that the elderly population, 
rapidly increasing, should be encouraged to 
produce despite retirement. , 

The President again advocates the ex- 
tension of Old Age and Survivors Insurance 
coverage to another ten million persons — 
largely the self-employed not now covered. 
Mandatory coverage would be provided for 
“self-employed farmers; many more farm 
workers and domestic workers; doctors, den- 
tists, lawyers, architects, accountants and 
other self-employed people.” The adminis- 
tration thus ignores the Jenkins-Keogh bills 
which would provide for a tax deductions on 
income of self-employed when such money is 
used for purchase of annuities in private in- 
surance companies. 

No less an authority than the late Senator 
Taft pointed out that OASI is not insurance 
but is just another tax. Perhaps it is the tax 
that is so attractive to the administration— 
not the welfare. How many retired doctors 


“WELFARE” 


or lawyers do you know? How many of them 
or how many of their survivors do you think 
will ever collect a dime under the scheme? 
Don’t strain your intelligence! 

Government paternalism is not an Amer- 
ican institution. It is not based on the Amer- 
ican tradition of individual responsibility, 
individual entegrity and free enterprise. 
Under any name, these welfare programs 
are paternalistic. Americans will sometime 
learn that a person cannot be dependent and 
have independence, cannot be subsidized and 
still be free. Some people call Ike’s program 
the “Re-Deal”. The trouble is that the same 
deck of cards is being used. 


Dr. Jones is Speaker at Chaves Meeting 
Dr. W. A. Jones, neurosurgeon of El Paso, 
was the principle speaker at the regular me- 
eting of the Chaves County Medical Society 
this January. A dinner meeting was held 
in the Petroleum Room at the Nickson Hotel 
in Roswell and there was a fine attendance 
to greet Dr. Jones. He spoke comprehensively 
on the subject of “The Management of Head 
Injuries.” Results seem to indicate that the 
use of massive doses of Atropine Sulfate 
may have a definite place in the management 
of certain types of severe brain damage. 
E. W. LANDER, M. D., Roswell, N. M. 


College of Surgeons to Meet in Omaha 

A four-day section meeting of the Amer- 
ican College of Surgeons, featuring clinics 
and specialty programs, will be held at the 
Hotel Fontenelle in Omaha, Nebraska, March 
1 to 4, Dr. G. H. Jordan of El Paso, a member 
of the organization’s board of governors, has 
reported. 

This meeting is the third of six sectional 
meetings scheduled for various parts of the 
United States, Canada and London, England, 
from February through May, and is the only 
four-day session scheduled for this year. All 
members of the medical profession are in- 
vited to attend. 

Dr. Earl A. Connolly, Clinical Professor of 
Surgery, Creighton University School of 
Medicine, Omaha, is Chairman of the Com- 
mittee on Arrangements. Both the medical 
faculties of Creighton University, the Uni- 
versity of Nebraska and seven local hospitals 
are cooperating to insure the success of this 
meeting. 
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1. “An error that causes failure to recog- 
nize chronic pyelonephritis is the belief that 
if there are no pus cells in the urine there 


is no urinary infection. In many cases of 


chronic nonspecific pyelonephritis the urine 
contains bacteria but no pus cells or erythro- 
cytes. For this reason it is necessary to 
examine not only a wet smear of urinery 
sediment, but also a stained specimen. Usual- 
ly, motile bacilli can be seen in the wet prepa- 
ration, but it is impossible to detect cocci 
without a stain.” — H. Weyrauch, Calif. 
Med., June 1952, p. 378. 


2. “Another common misconception is that 
if the urine is normal there is no lesion of 
the urinary tract. This leads to error in the 
case of female patients with frequency of 
urination, dysuria, suprapubic pain and noc- 
turia. Often if the urine contains no pus or 
erythrocytes or organisms, the underlying 
condition is thought to be functional, although 
these symptoms of vesical irritability may 
be caused without any abnormality in the 
urine, by any of five conditions: (1) submu- 
cous fibrosis (2) trigonitis (3) contracture 
of the vesical neck (4) neurogenic disorder 
of the bladder, and (5) stricture of the 
urethra.” — H. Weyrauch, loc. cit., June 
1952, p. 379. 


3. “Massage of the prostate gland is not 
an innocuous diagnostic procedure. It should 
be carried out with extreme gentleness, and 
at infrequent intervals; done vigorously and 
repeatedly, it may cause traumatic prosta- 
titis. It is not necessary to massage the 
prostate gland three times within a week to 
make certain that prostatitis is not present. 
If the gland seems normal on palpation and 
if the secretion is normal, these observations 
should be considered sufficient evidence that 
there is no infection.” — H. Weyrauch, loc. 
cit., June 1952, p. 380. 


4. “It is the author’s present opinion that 
treatment of even mild asymptomatic chronic 
prostatitis by vigorous or frequent massage 
is of no benefit, and that patients with such 
a condition do better with no treatment at 
all. The fear of focal infection of prostatitis 
seems to have been exaggerated and the 
hazard not as serious as it was formerly 
believed to be.” — H. Weyrauch, loc. cit., 
June 1952, p. 380. 


5. “Hemospermia does not usually bear 
the same serious implication as blood coming 
from other organs of the body. It usually 
originates from prostatitis, seminal vesculitis 
or early benign prostatic hypertrophy, not 
usually from carcinoma of the prostate.” — 
H. Weyrauch, loc. cit., June 1952, p. 380. 


6. “Contrary to common belief, hematuria 
occurs more frequently in cases of benign 
hypertrophy than in cases of carcinoma of 
the prostate. The reason is obvious: Benign 
hypertrophy originates in the periurethral 
glands, carcinoma in the periphery of the 
prostate.” — H. Weyrauch, loc. cit., p. 382. 


7. “Almost all the patients with urinary 
frequency and urgency for which no physical 
cause can be found are women, and almost 
all are sexually repressed or even frigid, 
their symptoms originating in situations of 
sexual frustration or temptation.” — A. 
Auerback and D. Swir, Calif. Med., January 
1952, p. 23. 


8. “To minimize the incidence of recur- 
rent stone formation, the following factors 
warrant complete investigation in each case 
of renal lithiasis: 


1. Focal infection. Through the work of 
Rosenow and Meissner, I am convinced that 
foci of infection, especially in the teeth, the 
cervi and the prostate, should be eradicated. 
2. Local infection in the urinary tract. 3. Co- 
existing hyperparathyroidism. 4. Is a meta- 
bolic disease responsible, such as gout, cysti- 
nuria, oxaluria or xanthinuria? 5. If phos- 
phaturia is present, is it (a) temporary as 
the result of alkaline medication, (b) per- 
manent infective phosphaturia due to per- 
manent noninfective phosphaturia associated 
with diet? 6. Is there an excess of crystal- 
loids in the urine such as may be observed 
in gout or oxaluria? 7. Are the hydrotropic 
substances and colloids (such as 24 hour ex- 
cretion of urea in the urine) normal? 8. Is 
there vitamin A deficiency, vitamin B defi- 
ciency, or stasis?” — Charles C. Higgins, 
(Cleveland Clinic) Postgraduate Medicine, 
Volume 12, 1952, p. 346. 


9. “I will not go into detail concerning 
the surgical procedures utilized in calculous 
disease except to say that conservatism is 
essential. In 16 per cent of cases, a patient 
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EXPERIMENTAL AND CLINICAL ASPECTS OF 
PAROXYSMAL AURICULAR TACHYCARDIA WITH BLOCK 


By Harold D. Levine, M. D., Norman F. Wyatt, M. D., and Bernard 
Lown, M. D., Peter Bent Brigham Hospital, Boston 


Experience over the past eleven years in- 
dicates that there is a specific auricular ar- 
rhythmia which not uncommonly’ results 
from digitalis toxicity. This is paroxysmal 
auricular tachycardia with block (PAT with 
block), a condition in which the auricular 
rate usually ranges between 150 and 200, in 
which there exists auriculo-ventricular block 
in varying degrees and in which carotid 
sinus stimulation fails to abolish the tachy- 
cardia but rather increases the degree of 
auriculo-ventricular block. This disturbance 
generally develops in patients severely ill 
with advanced congestive heart failure who 
have received the entire gamut of depletion 
therapy including salt restriction, mercurial 
diuretics and digitalis. It arises as a con- 
sequence of digitalis intoxication whether the 
latter results from an absolute overdose with 
the drug or from a relative overdose con- 
ditioned by changes in the bodily threshold. 
Other clinical and electrocardiographic evi- 
dences of digitalis toxicity are usually pres- 
ent. 


In a period of 11 years at the Peter Bent 
Brigham Hospital 65 episodes have been de- 
tected in 50 patients. This condition is com- 
monly missed and the above figures probably 
represent but a minimum incidence; further- 
more PAT with block may stimulate other 
mechanisms such as auricular fibrillation 
or flutter, nodal tachycardia, classical par- 
oxysmal auricular tachycardia, ventricular 
tachycardia and normal sinus rhythm. 


In 83 per cent of the patients digitalis was 
implicated in one way or another as a cau- 
sative factor. In 36 episodes (or 55 per cent) 
digitalis intoxication existed by evidence 
other than PAT with block. Eight of the 
episodes occurred in patients who, though 
on digitalis maintenance, had received mer- 
curial injections and sustained substantial 
diureses. In five of these eight ammonium 
chloride treatment preceded the diuretic. In 
six of the eight patients data was available 
on the weight response to the diuretic; the 
average weight loss was 4.4 kilos. The re- 
maining 10 (or 15 per cent), in whom digi- 


*These condensed reports published by permission of the New 
England Cardiovascular Society. 


talis was presumed to be a factor, had a 
variety of conditions which are believed to 
sensitize to the toxic action of digitalis, in 
the majority of cases by changes in the po- 
tassium balance of the body. 


In eleven patients digitalis was definitely 
not implicated. Six of these had not received 
digitalis at all. 


A comparison of patients with PAT with 
block with a similarly studied group of pa- 
tients with auricular flutter showed a pre- 
ponderance of congestive heart failure, di- 
gitalis implication and a higher mortality in 
the PAT with block group. The electro- 
cardiogram also differs in many respects. 
In 52 of the 65 episodes of PAT with block 
the auricular rate was less than 200, thus 
acounting for the iso-electric baseline bet- 
ween the P waves. In 49 of the 65 episodes 
the P waves were upright in Leads II and 
III. Frequently these P waves were di- 
minutive in size. 


Studies carried out by Dr. Lown during 
the last year showed that in 14 episodes of 
PAT with block induced by digitalis over- 
dosage 20 milliequivalents of potassium 
orally or intravenously proved rapidly ef- 
fective in reverting the abnormal rhythm. 
The converse phenomenon, namely the in- 
duction of PAT with block during the re- 
moval of potassium by the artificial kidney 
while on maintenance digitalis occurred in 
two patients. In parallel studies consisting 
of the administration of potassium to vary- 
ing supraventricular arrhythmias, including 
three patients with the idiopathic (non- 
digitalis-induced) varity of PAT with block, 
no changes were observed even though mild © 
hyperkalemia was induced in some of the 
patients. 


PAT with block in these cases is the re- 
sultant of the combined action of digitalis 
in slowing auriculo-ventricular conduction 
while increasing auricular myocardial exci- 
tability. In a sense, this arrhythmia, like 
so many of the complications of the treat- 
ment of heart disease, represents a _ by- 
product of the thoroughness of modern de- 
pletion therapy of congestive heart failure. 
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1, “An error that causes failure to recog- 
nize chronic pyelonephritis is the belief that 
if there are no pus cells in the urine there 
is no urinary infection. In many cases of 
chronic nonspecific pyelonephritis the urine 
contains bacteria but no pus cells or erythro- 
cytes. For this reason it is necessary to 
examine not only a wet smear of urinery 
sediment, but also a stained specimen. Usual- 
ly, motile bacilli can be seen in the wet prepa- 
ration, but it is impossible to detect cocci 
without a stain.” — H. Weyrauch, Calif. 
Med., June 1952, p. 378. 


2. “Another common misconception is that 
if the urine is normal there is no lesion of 
the urinary tract. This leads to error in the 
case of female patients with frequency of 
urination, dysuria, suprapubic pain and noc- 
turia. Often if the urine contains no pus or 
erythrocytes or organisms, the underlying 
condition is thought to be functional, although 
these symptoms of vesical irritability may 
be caused without any abnormality in the 
urine, by any of five conditions: (1) submu- 
cous fibrosis (2) trigonitis (3) contracture 
of the vesical neck (4) neurogenic disorder 
of the bladder, and (5) stricture of the 
urethra.” — H. Weyrauch, loc. cit., June 
1952, p. 379. 


3. “Massage of the prostate gland is not 
an innocuous diagnostic procedure. It should 
be carried out with extreme gentleness, and 
at infrequent intervals; done vigorously and 
repeatedly, it may cause traumatic prosta- 
titis. It is not necessary to massage the 
prostate gland three times within a week to 
make certain that prostatitis is not present. 
If the gland seems normal on palpation and 
if the secretion is normal, these observations 
should be considered sufficient evidence that 
there is no infection.” — H. Weyrauch, loc. 
cit., June 1952, p. 380. 


4. “It is the author’s present opinion that 
treatment of even mild asymptomatic chronic 
prostatitis by vigorous or frequent massage 
is of no benefit, and that patients with such 
a condition do better with no treatment at 
all. The fear of focal infection of prostatitis 
seems to have been exaggerated and the 
hazard not as serious as it was formerly 
believed to be.’”” — H. Weyrauch, loc. cit., 
June 1952, p. 380. 


5. “Hemospermia does not usually bear 
the same serious implication as blood coming 
from other organs of the body. It usually 
originates from prostatitis, seminal vesculitis 
or early benign prostatic hypertrophy, not 
usually from carcinoma of the prostate.” — 
H. Weyrauch, loc. cit., June 1952, p. 380. 


6. “Contrary to common belief, hematuria 
occurs more frequently in cases of benign 
hypertrophy than in cases of carcinoma of 
the prostate. The reason is obvious: Benign 
hypertrophy originates in the periurethral 
glands, carcinoma in the periphery of the 
prostate.” — H. Weyrauch, loc. cit., p. 382. 


7. “Almost all the patients with urinary 
frequency and urgency for which no physical 
cause can be found are women, and almost 
all are sexually repressed or even frigid, 
their symptoms originating in situations of 
sexual frustration or temptation.” — A. 
Auerback and D. Swir, Calif. Med., January 
1952, p. 23. 


8. “To minimize the incidence of recur- 
rent stone formation, the following factors 
warrant complete investigation in each case 
of renal lithiasis: 


1. Focal infection. Through the work of 
Rosenow and Meissner, I am convinced that 
foci of infection, especially in the teeth, the 
cervi and the prostate, should be eradicated. 
2. Local infection in the urinary tract. 3. Co- 
existing hyperparathyroidism. 4. Is a meta- 
bolic disease responsible, such as gout, cysti- 
nuria, oxaluria or xanthinuria? 5. If phos- 
phaturia is present, is it (a) temporary as 
the result of alkaline medication, (b) per- 
manent infective phosphaturia due to per- 
manent noninfective phosphaturia associated 
with diet? 6. Is there an excess of crystal- 
loids in the urine such as may be observed 
in gout or oxaluria? 7. Are the hydrotropic 
substances and colloids (such as 24 hour ex- 
cretion of urea in the urine) normal? 8. Is 
there vitamin A deficiency, vitamin B defi- 
ciency, or stasis?” — Charles C. Higgins, 
(Cleveland Clinic) Postgraduate Medicine, 
Volume 12, 1952, p. 346. 


9. “I will not go into detail concerning 
the surgical procedures utilized in calculous 
disease except to say that conservatism is 
essential. In 16 per cent of cases, a patient 
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Experience over the past eleven years in- 
dicates that there is a specific auricular ar- 
rhythmia which not uncommonly results 
from digitalis toxicity. This is paroxysmal 
auricular tachycardia with block (PAT with 
block), a condition in which the auricular 
rate usually ranges between 150 and 200, in 
which there exists auriculo-ventricular block 
in varying degrees and in which carotid 
sinus stimulation fails to abolish the tachy- 
cardia but rather increases the degree of 
auriculo-ventricular block. This disturbance 
generally develops in patients severely ill 
with advanced congestive heart failure who 
have received the entire gamut of depletion 
therapy including salt restriction, mercurial 
diuretics and digitalis. It arises as a con- 
sequence of digitalis intoxication whether the 
latter results from an absolute overdose with 
the drug or from a relative overdose con- 
ditioned by changes in the bodily threshold. 
Other clinical and electrocardiographic evi- 
dences of digitalis toxicity are usually pres- 
ent. 


In a period of 11 years at the Peter Bent 
Brigham Hospital 65 episodes have been de- 
tected in 50 patients. This condition is com- 
monly missed and the above figures probably 
represent but a minimum incidence; further- 
more PAT with block may stimulate other 
mechanisms such as auricular fibrillation 
or flutter, nodal tachycardia, classical par- 
oxysmal auricular tachycardia, ventricular 
tachycardia and normal sinus rhythm. 


In 83 per cent of the patients digitalis was 
implicated in one way or another as a cau- 
sative factor. In 36 episodes (or 55 per cent) 
digitalis intoxication existed by evidence 
other than PAT with block. Eight of the 
episodes occurred in patients who, though 
on digitalis maintenance, had received mer- 
curial injections and sustained substantial 
diureses. In five of these eight ammonium 
chloride treatment preceded the diuretic. In 
six of the eight patients data was available 
on the weight response to the diuretic; the 
average weight loss was 4.4 kilos. The re- 
maining 10 (or 15 per cent), in whom digi- 


*These condensed reports published by permission of the New 
England Cardiovascular Society. 


talis was presumed to be a factor, had a 
variety of conditions which are believed to 
sensitize to the toxic action of digitalis, in 
the majority of cases by changes in the po- 
tassium balance of the body. 


In eleven patients digitalis was definitely 
not implicated. Six of these had not received 
digitalis at all. 


A comparison of patients with PAT with 
block with a similarly studied group of pa- 
tients with auricular flutter showed a pre- 
ponderance of congestive heart failure, di- 
gitalis implication and a higher mortality in 
the PAT with block group. The electro- 
cardiogram also differs in many respects. 
In 52 of the 65 episodes of PAT with block 
the auricular rate was less than 200, thus 
acounting for the iso-electric baseline bet- 
ween the P waves. In 49 of the 65 episodes 
the P waves were upright in Leads II and 
III. Frequently these P waves were di- 
minutive in size. 


Studies carried out by Dr. Lown during 
the last year showed that in 14 episodes of 
PAT with block induced by digitalis over- 
dosage 20 milliequivalents of potassium 
orally or intravenously proved rapidly ef- 
fective in reverting the abnormal rhythm. 
The converse phenomenon, namely the in- 
duction of PAT with block during the re- 
moval of potassium by the artificial kidney 
while on maintenance digitalis occurred in 
two patients. In parallel studies consisting 
of the administration of potassium to vary- 
ing supraventricular arrhythmias, including 
three patients with the idiopathic (non- 
digitalis-induced) varity of PAT with block, 


no changes were observed even though mild >. 


hyperkalemia was induced in some of the 
patients. 


PAT with block in these cases is the re- 
sultant of the combined action of digitalis 
in slowing auriculo-ventricular conduction 
while increasing auricular myocardial exci- 
tability. In a sense, this arrhythmia, like 
so many of the complications of the treat- 
ment of heart disease, represents a_ by- 
product of the thoroughness of modern de- 
pletion therapy of congestive heart failure. 
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COR PULMONALE 


By Lewis Dexter, M. D., Florence W. Haynes, Ph. D., Lawson McDonald, M. D.,* 
Murray Rabinowitz, M. D.,** and George A. Saxton, Jr., M. D.** 


From the Medical Clinic, Peter Bent Brigham Hospital, and the Department 
of Medicine, Harvard Medical School, Boston 


Pulmonary disease adversely affects the 
heart by two mechanisms. The pulmonary 
arterial pressure may be elevated as a result 
of an increased resistance to the flow of 
blood through the precapillary portion of the 
pulmonary vasculature. In addition, hypoxia, 
on the basis of pulmonary diffusion and dis- 
tribution difficulties may stimulate an in- 
crease in cardiac output which intensifies 
the pulmonary hypertension. The arterial 
oxygen unsaturation may also directly impair 
myocardial efficiency. 

Pulmonary heart disease may occur 
acutely, as in pulmonary embolization, sub- 
acutely, as in miliary carcinomatosis, or in 
a chronic form. A partial classification of 
chronic cor pulmonale follows. 


1. Diffuse pulmonary parenchymal 
disease 
a. Emphysema 
b. Pulmonary fibrosis and 
granulomatosis 
Kyphoscoliosis 
2. Diffuse pulmonary vascular disease 
a. Recurrent pulmonary embolism 
b. Pulmonary thrombosis 
c. Pulmonary arteritis 
d. Sickle cell anemia 
e. Schistosomiasis 
f. Idiopathic 
38. Congenital heart disease 
a. Anomalies with large 
left-to-right shunts 
b. Ejisenmenger’s syndrome 
4. Mitral stenosis and left ventricular 
failure 


The pathogenesis cf the increased pul- 
monary vascular resistance is obscure. Dif- 
fuse anoxic areas associated with extensive 
parenchymal disease can conceivably pro- 
duce active vasoconstriction. A diminution 
of the number and cross-sectional area of the 
pulmonary arterioles is undoubtedly present. 


In other instances, mechanical plugging or: 


narrowing of the vessels contributes to the 
pulmonary hypertension. In congenital heart 


*Rockefeller Traveling Fellow in Medicine 
**Fellow of the National Heart Institute, U. S. Public Health 
Service 


disease with large shunts, it is postulated 
that the greatly increased pulmonary blood 
flow stimulates alterations in the arteriolar 
wall, leading to an increased resistance to 
flow. Similar increases in .arteriolar re- 
sistance occurring in mitral] stenosis and left 
ventricular failure are assumed to be as- 
sociated with the elevated pulmonary “ca- 
pillary” pressures. 

Increased pulmonary arterial pressures 
are associated with a diminished cardiac 
output. The cardiac output was found to be 
inversely proportional to the logarithm of 
the total pulmonary resistance. A widened 
A-V difference and a lowered tissue oxygen 
tension results. The right ventricle may fail 
under the increased work load imposed upon 
it. In the absence of hypoxia, the symptoms 
of cor pulmonale are usually overshadowed 
by those caused by the pulmonary disease. 

Diagnosis of pulmonary heart disease has 
been facilitated by the introduction of the 
cardiaz catheter. However, radiological and 
electrocardiographic evidence of pulmonary 
artery or right ventricular enlargement in 
the presence of a _ reasonable etiological 
factor is usually sufficient for diagnosis. 
Therapy consists of treatment of the underly- 
ing pulmonary, disease and of the secondary 
congestive failure. 

The patient’s condition may be greatly ag- 
gravated by the superimposition of an acute 
hypoxemic episode, such as occurs in a pneu- 
monia, upon the pulmonary vascular ob- 
struction. Hypoxemia stimulates an increase 
in cardiac output which results in a consid- 
erable additional rise in pulmonary arterial 
pressure. The arterial unsaturation itself, 
in addition, diminishes the efficiency of the 
myocardium. 

Alleviation of the hypoxia under these 
conditions is specific therapy. The danger 
of carbon dioxide accumulation and narcosis 
due to administration of oxygen to these 
patients is well recognized. Intermittent 


oxygen therapy and close supervision di- 
minish this hazard. However, a respirator 
may at times be temporarily necessary if 
the respiratory center fails to regain its 
normal sensitivity to carbon dioxide tension. 
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PROCEEDINGS OF THE NEW ENGLAND CARDIOVASCULAR SOCIETY* 


A DIGITALIS TOLERANCE TEST#* 
By Bernard Lown, M. D., Augustus T. Crocker, M. D., and Samuel A. Levine, M. D. 


*From the Medical Clinic, Peter Bent Brigham Hospital and the Department 
of Medicine, Harvard Medical School, Boston 


A test has been devised providing inform- 
ation as to the degree of digitalization in 
patients whose digitalis status is in doubt. 

The testing agent is acetyl strophanthidin ; 
its action begins within 1-7 minutes after in- 
travenous administration. Toxicity lasts up 
to 20 minutes and the duration of its effect 
is about 2 hours. 

First, an experimental study was carried 
out in dogs. Acetyl strophanthidin was used 
to determine the possibility of quantitative 
prediction of the presence of a known amount 
of ouabain in the body. The predicted dose of 
ouabain was derived from the difference in 
the doses of acetyl strophanthidin for achiev- 
ing ventricular tachycardia both prior to and 
following the administration of a fixed 
quantity of ouabain. In 20 assays in 4 dogs 
there was correspondence between the pre- 
dicted and known quantities of ouabain. The 
mean variation from the known value for all 
assays was 13 per cent. 

A clinical study, consisting of 15 assays 


in 14 patients, followed. All patients were 
in congestive heart failure and presented 
problems in digitalis therapy. Acetyl strop- 
hanthidin was given intravenously by a 
fractional dose method over a 15-20 minute 
period until either a therapeutic or toxic end 
point. The results were then translated in 
terms of digitalis preparation currently in 
use. On the basis of this 11 patients were 
found to require and received more digitalis. 
Six required and received full and five 
partial digitalizing doses. In three digitalis 
was not indicated, in two of these because of 
previous digitalis intoxication and in the 
— because of increased sensitivity to the 
rug. 

This new test permits determination, with- 
in a period of about 30 minutes whether a 
patient has received excessive or inadequate 
digitalis. In some instances, it indicates 
whether digitalis will be beneficial and also 
the approximate dosage of any other digitalis 
preparation for optimal effect. 


1954 Geriatrics Meeting 


The 11th annual meeting of the American 
Geriatrics Society will be held at the Hotel 
Fairmont in San Francisco just preceding 
the meeting of the American Medical As- 
sociation. The scientific sessions of the me- 
eting will begin June 17 ‘and continue 
through June 19. 


Aphorisms and Memorabilia... 
(Continued From Page 62) 

with a stone in one kidney will have an attack 

of colic in the opposite side within less than 

three years.” — Charles C. Higgins, (Cleve- 

land Clinic) loc. cit., p. 349. 

10. “In the the use of diet in treatment 
of renal lithiasis, two facts should be remem- 
bered: (1) One group of stones — phosphate 
and carbonate — can form only in urine 
which is alkaline and (2) cystine, uric acid, 
xanthic and guanine stones are produced from 
salts which precipitate in urine which is acid. 
Oxalates are precipitated in connection with 
a wide range of urinary pH and must be 
treated a little differently.” — Charles C. 
Higgins, (Cleveland Clinic) loc. cit., p. 350. 


25th Annual Meeting of the Aero 


Medical Association 

The Aero Medical Association announces 
it’s forthcoming 25th annual meeting to be 
held at the Hotel Statler, Washington, D. C., 
March 29-31, 1954. 

An outstanding scientific program and 
calendar of social events is being arranged 
under the direction of the President of the 
Association, Rear Admiral Bertram Groes- 
beck, Jr., Medical Corps, USN, retired, Di- 
= Department of Health, State of In- 

iana. 


MEDICAL ODDITIES 
Infant Feeding In Colonial America 
Caufield, E., J. Pediat. 41:673, 1952 
“_..The infant refusing the Breast, .. .it was 
offered the raw flesh of a fowl, cut fine, and 
dipt in the fowl’s blood; on which it has fed 
heartily every Day since its Birth, and is 


‘the only food the child has taken, till a few 


Days since, when it eat a little milk mixt 
with blood.” Essex Gazette: Sept. 4, 1770. 


(Canned, processed boby food first made its appearance on the 
American market in 1925.—Ed.) 


Clinical Clippings, March, 1953. 
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THE DIFFERENTIAL DIAGNOSIS OF PAIN ASSOCIATED 
WITH NEUROLOGICAL DISORDERS* 


By Luman E. Daniels, M. D., Denver 


Despite all the modern aids to diagnosis, 
errors continue to be made because symptoms 
are not properly interpreted. There are many 
conditions which cannot be diagnosed by 
x-ray examination, electroencephalography, 
pneumoencephalography, and all the other 
laboratory procedures. It is my purpose this 
evening to show how prompt recognition of 
certain characteristic types of pain can be 
one of the best diagnostic short cuts at our 
disposal. The diagnosis of maladies which 
are manifested by pain and little else depends 
almost entirely on a knowledge of the charac- 
teristic features of the pain peculiar to each 
of these conditions. Even when there are a 
number of symptoms and physical signs, the 
nature of the patient’s pain may quickly put 
us on the right track. 

Location of a pain can be no less important 
than its character. It is good practice not to 
rely on the patient’s accuracy in the use of 
anatomic terms but to have him show with 
his finger where the pain is felt. Pain due 
to irritation of a sensory nerve root will be 
experienced in the corresponding segmental 
zone of the body, whereas that due to in- 
volvment of a peripheral nerve is likely to 
be confined to the cutaneous distribution of 
that nerve. A diagnostician should have at 
his disposal charts showing the segmental 
and peripheral innervation of the body unless 
he can keep this information in his mind. 


FACIAL PAIN 


Unwarranted diagnoses of trigeminal neu- 
ralgia are not infrequent. For a correct diag- 
nosis, two criteria must be fulfilled; first, 
the pain must be confined to the area in- 
nervated by the trigeminal nerve; second, 
it must come on in sudden paroxysms of 
flashing pain. The patient may experience 
bursts of pain in rapid succession but the 
individual paroxysms are of brief duration. 
Another important feature is the trigger 
phenomenon. Touching the area involved 
frequently sets off the pain, as do talking and 
eating. When the patient starts to describe 
his symptoms the side of his face may sud- 
denly draw up while he places his hand 
before it as if for protection. There is then 
little doubt about a diagnosis of tic doulou- 
reux. In the beginning the pain is usually 
experienced in one division of the trigeminal 


* Paper read before the Monthly Staff Conference, William 
Beaumont Army Hospital, El Paso, Texas, December 18, 1952. 


nerve, usually either the second or third, that 
is, in the upper or lower jaw. When the first 
or ophthalmic division is involved, rubbing 
the eyebrow may bring on a flash of pain. I 
have never known a patient suffering with 
trigeminal neuralgia who complained of pain 
in the eye itself. 

Pain in the face due to involvement of the 
trigeminal nerve by an intracranial mass is 
likely to be more prolonged and is usually 
accompanied by subjective numbness. Loss 
of sensation can generally be demonstrated, 
corneal anesthesia being common. The mus- 
cles of mastication may be weak on the side 
of the lesion when the mandibular division 
of the nerve is affected. Carcinoma of the 
nasopharynx often invades the middle fossa 
of the skull and involves one or more 
branches of the trigeminal nerve. Examin- 
ation of the nasopharynx by a competent 
otolaryngologist should therefore not be neg- 
lected when a patient complains of pain and 
numbness in his face. Aneurysm of the in- 
ternal carotid artery, meningioma and me- 
tastatic tumor are other lesions which must 
be considered in the differential diagnosis. 

In cases of postherpetic neuralgia there is 
a history of an attack of shingles and the 
scars of the previous herpetic eruption are 
usually plainly visible. Pain due to a carious 
molar may be experienced in both the upper 
and lower jaws, even in the forehead, but 
in addition the patient often complains of 
pain deep in his ear. The pain itself general- 
ly lacks the characteristics of trigeminal 
neuralgia. 

There is another type of pain in the face 
which has been called neuralgic migraine or 
migrainous neuralgia. It is not unusual for 
the pain of hemicrania to extend into the 
jaws but there are cases in which the pain is 
more or less limited to one side of the face. 
The pain is more deep seated than it usually 
is in cases of trigeminal neuralgia and it 
does not come on in brief paroxysms but 
tends to persist unabated for a number of 
hours, if not all day. The periodicity of the 
attacks and the accompanying malaise ge- 
nerally indicate the relation to migraine. A 
particular and more common variety of neu- 
ralgic migraine was termed “ciliary neu- 
ralgia” by Harris (1). In this condition, the 
pain is experienced in, behind or about the 
eye and seldom lasts longer than an hour or 
two, although it tends to come on one or two 
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times a day over a period of several weeks 
before stopping for the time being. Of con- 
siderable interest is the occasional develp- 
ment in some of these cases of Horner’s 
syndrome (miosis and slight drooping of the 
upper lid) on the side where the pain is re- 
gularly experienced. 

Glossopharyngeal neuralgia is exceedingly 
rare. The pain is experienced in the throat 
and deep in the ear and is brought on by 
talking and swallowing. Cocainization of the 
throat affords temporary relief. 


RADICULAR PAIN 


Pain due to irritation of a sensory nerve 
root by a tumor compressing the spinal cord 
is experienced in the segmental zone of the 
body innervated by the root involved. It 
is aggravated by coughing and sneezing, 
tends to awaken the patient at night and is 
often relieved by walking. Pain resulting 
from compression of a spinal nerve root by 
a ruptured intervertebral disk is likewise 
experienced in the corresponding segmental 
area. It is perhaps not so regularly ag- 
gravated by coughing and sneezing and it 
is more likely to be increased by movement 
of the portion of the vertebral column where 
the protrusion occurs. 

The common site of herniation of the nu- 
cleus pulposus in the cervical region is the 
sixth cervical intervertebral disk. The pa- 
tient complains of pain in the neck, shoulder 
and down the arm. A sensation of tingling 
down the back of the forearm into either the 
thumb and index finger or the index and 
middle fingers is a common symptom. Al- 
though the patient is usually able to dif- 
ferentiate between the head and the point 
of a pin, the point feels less sharp in the 
digits involved. One can often map out a 
narrow strip of subjectively diminished sen- 
sation down the lateral aspect of the arm and 
the posterolateral aspect of the forearm. The 
triceps reflex is frequently diminished or 
absent on the affected side; in fact, the 
triceps muscle may be actually weak. Pain 
and tenderness in a small area medial to the 
upper portion of the scapula seem equally 
characteristic. When pressure is applied to 
the cervical spinous processes, tenderness is 
usually maximal when the sixth cervical 
spine is pressed upon. Movements of the 
cervical portion of the spine are generally 
restricted by muscular resistance, although 
in a recent case the head could be moved 
freely in all directions (2). 

The fourth and fifth lumbar intervertebral 
disks are the ones most prone to rupture. 
Pain is usually experienced in the lower part 
of the back first, although from the beginn- 
ing it may be limited to the buttock, the la- 
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teroposterior aspect of the thigh and the la- 
teral portion of the leg. Pain and numbness 
extending down the leg immediately lateral 
to the shin into the medial part of the dorsum 
of the foot indicates compression of the fifth 
lumbar root by protrusion of the fourth 
lumbar disk. Whenever the fifth lumbar root 
is involved, sensation for pin prick is likely 
to be diminished along the strip described, 
the sensory loss being particularly evident 
over the great toe. Of the lumbar spinous 
processes, the fourth lumbar is generally the 
most tender on pressure. In one case of her- 
niation of the fourth lumbar disk, the strip 
of subjective hypalgesia crossed the knee cap 
and extended down the inner surface of the 
shin where the patient experienced his most 
severe pain. The patella reflex was more 
sluggish on the involved side. In this case 
the fourth lumbar root was compressed as it 
entered the intervertebral foramen. In cases 
of rupture of the fifth lumbar disk, pain 
below the knee is experienced in the lateral 
or posterolateral part of the calf. The patient 
may volunteer the information that the outer 
edge of his foot feels numb. Diminished 
sensation for pain can often be demonstrated, 
not only here but along the rest of the first 
sacral segmental area up into the buttock. A 
diminished or absent achilles reflex is furt- 
her evidence of involvement of the first 
sacral root (3). 

Although no doubt the most frequent, rup- 
tured intervertebral disk is by no means the 
only cause of sciatic pain. Pain following 
the course of the sciatic nerve can also be due 
to tumor involving the cauda equina and 
malignant disease of the lumbar vertebrae. 
Among the epidural tumors, lymphoblastoma 
seems to be especially common. Tumors lying 
in the hollow of the sacrum and involving the 
sacral plexus can be felt by rectal examin- 
ation. X-ray examination in one of my cases 
of protracted sciatica revealed metastatic 
carcinoma of the sacrum. 

The term, sciatica, is used rather indis- 
criminately. It obviously does not. apply 
when the pain is experienced in areas re- 
moved from the course of the sciatic nerve. 
When, for instance, the lumbar plexus is in- 
volved by either a tumor or an inflammatory 
condition, pain and numbness extend from — 
the upper part of the buttock into the front 
of the thigh. The patellar reflex is likely to 
be diminished or absent and the quadriceps 
femoris muscle may become weakened. Pain 
in the lower limbs and difficulty in walking 
are not always due to neurologic conditions. 
Pain in the knee and front of the thigh along 
with a variable degree of limping is seen, for 
instance, in cases of malignant tumor in- 
volving the head of the femur and disease of 
the hip joint. Pain and limitation of motion 
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are elicited in such cases by Patrick’s test. 
This test consists of placing the heel on the 
opposite knee and then attempting to force 
the knee of the involved side downward and 
outward. Lasegue’s test (straight-leg raising) 
for sciatica, on the other hand, is not particu- 
larly painful. In cases of occlusive vascular 
disease the element of intermittent claudi- 
cation should be apparent at once if the pa- 
tient’s story is heeded. The foot in the re- 
latively ischemic extremity blanches on 
elevation and both the dorsalis pedis and 
posterior tibial pulses are usually absent. It 
is to be regretted that more attention is not 
given to examination of the extremities in 
courses on physical diagnosis. 


NEURITIS 


The accuracy of a diagnosis of neuritis is 
open to question whenever impairment of 
neural conduction cannot be demonstrated. 
There are certainly many other causes of 
pain in the neck, shoulders, hips and ex- 
tremities. Pain, furthermore, is not cons- 
tantly present in cases of neuritis. Acute 
brachial neuritis, however, is more common 
than its scant mention in the literature would 
indicate. The condition characteristically 
begins with pain in the shoulder and arm 
and, after a variable period, certain muscles 
such as the serratus anterior, the deltoid or 
triceps become weak. All or nearly all of the 
muscles innervated by the fifth and sixth 
cervical nerves may be affected and then the 
clinical picture is that of upper arm palsy 
of the Erb-Duchenne type. This is often 
strikingly illustrated when brachial neuritis 
develops as a complication of serum sickness. 
Sensory loss is seldom demonstrated but pa- 
resthesias are common. 

Acute periarthritis of the scapulohumeral 
joint, also known as “frozen shoulder,” is of 
course more common than acute brachial 
neuritis. In cases of brachial neuritis, pas- 
sive motion at the shoulder is not restricted 
nor particularly painful, except when the two 
conditions are associated. Muscular weakness 
is at times observed in cases of the shoulder- 
hand syndrome. A diagnosis of this con- 
dition, however, should not be made unless 
an acutely painful shoulder joint is ac- 
companied by swelling and other trophic 
changes in the hand. A healthy skepticism 
now seems to prevail regarding the existence 
of the scalenus anticus syndrome as a clinical 
entity. 

Injuries of the median nerve frequently 
give rise to pain in the hand which is often 
burning in character, hence the term, cau- 
salgia. Redness and mottling of the hand 
and fingers, which may sweat profusely, are 
other features of causalgia. With the ex- 
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ception of the tibial nerve, injuries to nerves 
other than the median do not cause much 
pain as a rule. The lesion causing causalgic 
pain need not be of traumatic origin. In a 
case of neurogenic sarcoma of the tibial 
nerve, the patient complained bitterly of 
burning pain in the sole of her foot. Similar 
pain was experienced in the sole by a patient 
suffering with what appeared to be acute 
sacral radiculitis. By contrast, in a case of 
myxoma of the median nerve, the patient 
complained only of numbness and tingling in 
the first three digitis and corresponding 
portion of the palm. 


TABETIC PAINS 


Tabes dorsalis is peculiarly rich in its 
symptomatology, yet one would hardly guess 
this to be true from reading some of the text- 
books. Many physicians labor under the mis- 
apprehension that a diagnosis of the disease 
can be made in the laboratory. It must never 
be forgotten that the symptoms can persist 
long after all serologic reactions have become 
negative. Positive reactions in the spinal 
fluid, on the other hand, merely indicate the 
presence of neurosyphilis; they do not of 
themselves warrant a diagnosis of tabetic 
neurosyphilis. 

Proper recognition of the characteristic 
lightning pains is more important from a 
diagnostic standpoint than any laboratory 
procedure. They do not streak clear down a 
limb as the term might imply; they strike 
with the suddenness of lightning but do not 
travel any great distance; in fact, they are 
often experienced in one spot at a time. The 
pains may jab the patient several times in 
one spot, each individual jab lasting a 
fraction of a second. Immediately following 
a pain the area affected can be sensitive to 
a light touch even though a vigorous slap to 
the same region causes no discomfort what- 
ever. The patient whose back is unduly 
sensitive to a gentle touch, as well as to hot 
and cold applications, does not seem to mind 
the thrust of a needle or a heavy blow from 
the examiner’s fist. Lancinating pains can 
be experienced in any part of the body al- 
though more frequently in the legs. 

Although longer than lightning pains, 
girdle pains are often of relatively short du- 
ration. The transient nausea frequently ex- 
perienced during the attack indicates the re- 
lation to tabetic crises. The pain of a severe 
abdominal crisis may be of the girdle variety. 
In my experience, girdle pains do not, as a 
rule, extend around an entire half of the 
trunk. They usually involve only a small 
portion of a given segmental zone, the region 
below the scapula being a favored site. 

Abdominal crises can consist solely of per- 
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sistent vomiting with distressing nausea. The 
only other discomfort experienced by the 
patient may be a sense of constriction in the 
lower part of the chest and upper part of the 
abdomen. In many cases, of course, the pain 
is severe and is not always accompanied by 
vomiting. Here again the sensitivity to light 
touch and the lack of it on deep pressure are 
striking. This feature alone should help to 
exclude an acute intra-abdominal condition. 
Tabetic crises are characteristically abrupt 
in their onset and can stop almost as quickly. 
After being deathly sick for several days, the 
patient may suddenly feel better and be ready 
to eat again. 


A diagnosis of tabes dorsalis is sometimes 
rejected because vibratory sensation is pre- 
served in the legs and the patient is not 
ataxic. As a matter of fact, the disease 
process can be arrested at any point. Many 
a patient, plagued through the years with 
lightning pains though he is, never becomes 
ataxic. Vibratory sensation is frequently not 
diminished, at least not when tested by the 
usual clinical methods. Delayed perception 
of pin prick is a far more constant finding in 
my experience. When the achilles tendon is 
firmly pinched, the patient may not ex- 
perience pain until after a lapse of several 
seconds, if at all. Painless fractures and 
complete anesthesia of the testes for pain 
most impressive clinical phenomena 
of all. , 
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Proctology Meeting 


All physicians are cordially invited to at- 
tend the Sixth Annual Convention of the In- 
ternational Academy of Proctology to be held 
at the Palmer House, Chicago, Illinois, April 
8, 9, 10 and 11th, 1954. 

An extensive Motion Picture Seminar of 
Proctologic Surgery (including office tech- 
niques) will be held on April 11th, 1954. 
All scientific papers will present the latest 
developments in proctology and gastroenter- 
ology. 

Because general practitioners, as well as 
gastroenterologists and proctologists, face 
proctologic problems in their daily practice, 
much of the program has been planned to 
answer their questions. 
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POSTGRADUATE CONFERENCE 
(Scott and White Clinic) 


The Temple Division of the University of 
Texas Postgraduate School of Medicine an- 
nounces its forthcoming Medical and Sur- 
gical Conference to be held Feb. 22-23-24, 
1954. The program, sponsored by Scott, 
Sherwood and Brindley Foundation, will be 
presented by members of the staff of Scott 
and White Clinic. 

The Postgraduate Conference will be di- 
rected primarily toward the interest of the 
physician engaged in private practice. The 
morning sessions will consist of operative 
clinics directed by the surgeons, with con- 
sulting internists, radiologists, and phatolo- 
gists participating; while the afternoon ses- 
sions will be composed of round-table lun- 
cheon discussions, panels, and symposia. A 
formal lecture will be presented each even- 
ing, with a banquet-lecture on the final night. 


Rural Health Topic of 
National Conference 


The roles of community planning, cooper- 
ative efforts, nutrition and insurance in the 
maintenance of healthful conditions in agri- 
cultural areas will be discussed at the ninth 
annual national conference on rural health 
in Dallas, March 4-6. 

The conference, sponsored by the American 
Medical Association’s Council on Rural 
Health, will be held in the Baker Hotel. It 
will be participated in by physicians and by 
farm, community and education groups, in- 
cluding agricultural extension workers, from 
all parts of the country. 


Obstetricians, Gynecologists 


to Meet in San Diego 


The annual meeting of the Southwest 
Obstetrical and Gynecological Society will be 
held in San Diego in 1954 and in El] Paso 
in 1955. 

Locations for the next two meetings were 
selected at the third annual session of the 
society in Albuquerque, N. M. 

Officers elected at the meeting are Dr. 
William McGee of San Diego, president; Dr. 
Celso C. Stapp, El Paso, president-elect; Dr. 
Charles E. Van Epps, Phoenix, vice-pres- 
ident; Dr. Jesse A. Rust, Jr., San Diego, 
secretary; and Dr. D. Dalton Deeds, San 
Diego, treasurer. 

Speakers at the convention were Dr. Albert 
H. Aldridge, New York City; Dr. Nicholson 
Joseph Eastman, Baltimore, Md.; Dr. Frank 
G. Nix, New Orleans; and Dr. Roy F. God- 
dard, Albuquerque. 
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are elicited in such cases by Patrick’s test. 
This test consists of placing the heel on the 
opposite knee and then attempting to force 
the knee of the involved side downward and 
outward. Lasegue’s test (straight-leg raising) 
for sciatica, on the other hand, is not particu- 
larly painful. In cases of occlusive vascular 
disease the element of intermittent claudi- 
cation should be apparent at once if the pa- 
tient’s story is heeded. The foot in the re- 
latively ischemic extremity blanches on 
elevation and both the dorsalis pedis and 
posterior tibial pulses are usually absent. It 
is to be regretted that more attention is not 
given to examination of the extremities in 
courses on physical diagnosis. 


NEURITIS 


The accuracy of a diagnosis of neuritis is 
open to question whenever impairment of 
neural conduction cannot be demonstrated. 
There are certainly many other causes of 
pain in the neck, shoulders, hips and ex- 
tremities. Pain, furthermore, is not cons- 
tantly present in cases of neuritis. Acute 
brachial neuritis, however, is more common 
than its scant mention in the literature would 
indicate. The condition characteristically 
begins with pain in the shoulder and arm 
and, after a variable period, certain muscles 
such as the serratus anterior, the deltoid or 
triceps become weak. All or nearly all of the 
muscles innervated by the fifth and sixth 
cervical nerves may be affected and then the 
clinical picture is that of upper arm palsy 
of the Erb-Duchenne type. This is often 
strikingly illustrated when brachial neuritis 
develops as a complication of serum sickness. 
Sensory loss is seldom demonstrated but pa- 
resthesias are common. 

Acute periarthritis of the scapulohumeral 
joint, also known as “frozen shoulder,” is of 
course more common than acute brachial 
neuritis. In cases of brachial neuritis, pas- 
sive motion at the shoulder is not restricted 
nor particularly painful, except when the two 
conditions are associated. Muscular weakness 
is at times observed in cases of the shoulder- 
hand syndrome. A diagnosis of this con- 
dition, however, should not be made unless 
an acutely painful shoulder joint is ac- 
companied by swelling and other trophic 
changes in the hand. A healthy skepticism 
now seems to prevail regarding the existence 
of the scalenus anticus syndrome as a clinical 
entity. 

Injuries of the median nerve frequently 
give rise to pain in the hand which is often 
burning in character, hence the term, cau- 
salgia. Redness and mottling of the hand 
and fingers, which may sweat profusely, are 
other features of causalgia. With the ex- 
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ception of the tibial nerve, injuries to nerves 
other than the median do not cause much 
pain as a rule. The lesion causing causalgic 
pain need not be of traumatic origin. In a 
case of neurogenic sarcoma of the tibial 
nerve, the patient complained bitterly of 
burning pain in the sole of her foot. Similar 
pain was experienced in the sole by a patient 
suffering with what appeared to be acute 
sacral radiculitis. By contrast, in a case of 
myxoma of the median nerve, the patient 
complained only of numbness and tingling in 
the first three digitis and corresponding 
portion of the palm. 


TABETIC PAINS 


Tabes dorsalis is peculiarly rich in its 
yet one would hardly guess 
this to be true from reading some of the text- 
books. Many physicians labor under the mis- 
apprehension that a diagnosis of the disease 
can be made in the laboratory. It must never 
be forgotten that the symptoms can persist 
long after all serologic reactions have become 
negative. Positive reactions in the spinal 
fluid, on the other hand, merely indicate the 
presence of neurosyphilis; they do not of 
themselves warrant a diagnosis of tabetic 
neurosyphilis. 

Proper recognition of the characteristic 
lightning pains is more important from a 
diagnostic standpoint than any laboratory 
procedure. They do not streak clear down a 
limb as the term might imply; they strike 
with the suddenness of lightning but do not 
travel any great distance; in fact, they are 
often experienced in one spot at a time. The 
pains may jab the patient several times in 
one spot, each individual jab lasting a 
fraction of a second. Immediately following 
a pain the area affected can be sensitive to 
a light touch even though a vigorous slap to 
the same region causes no discomfort what- 
ever. The patient whose back is unduly 
sensitive to a gentle touch, as well as to hot 
and cold applications, does not seem to mind 
the thrust of a needle or a heavy blow from 
the examiner’s fist. Lancinating pains can 
be experienced in any part of the body al- 
though more frequently in the legs. 

Although longer than lightning pains, 
girdle pains are often of relatively short du- 
ration. The transient nausea frequently ex- 
perienced during the attack indicates the re- 
lation to tabetic crises. The pain of a severe 
abdominal crisis may be of the girdle variety. 
In my experience, girdle pains do not, as a 
rule, extend around an entire half of the 
trunk. They usually involve only a small 
portion of a given segmental zone, the region 
below the scapula being a favored site. 

Abdominal crises can consist solely of per- 
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sistent vomiting with distressing nausea. The 
only other discomfort experienced by the 
patient may be a sense of constriction in the 
lower part of the chest and upper part of the 
abdomen. In many cases, of course, the pain 
is severe and is not always accompanied by 
vomiting. Here again the sensitivity to light 
touch and the lack of it on deep pressure are 
striking. This feature alone should help to 
exclude an acute intra-abdominal condition. 
Tabetic crises are characteristically abrupt 
in their onset and can stop almost as quickly. 
After being deathly sick for several days, the 
patient may suddenly feel better and be ready 
to eat again. 


A diagnosis of tabes dorsalis is sometimes 
rejected because vibratory sensation is pre- 
served in the legs and the patient is not 
ataxic. As a matter of fact, the disease 
process can be arrested at any point. Many 
a patient, plagued through the years with 
lightning pains though he is, never becomes 
ataxic. Vibratory sensation is frequently not 
diminished, at least not when tested by the 
usual clinical methods. Delayed perception 
of pin prick is a far more constant finding in 
my experience. When the achilles tendon is 
firmly pinched, the patient may not ex- 
perience pain until after a lapse of several 
seconds, if at all. Painless fractures and 
complete anesthesia of the testes for pain 
most impressive clinical phenomena 
of all. 
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Proctology Meeting 


All physicians are cordially invited to at- 
tend the Sixth Annual Convention of the In- 
ternational Academy of Proctology to be held 
at the Palmer House, Chicago, Illinois, April 
8, 9, 10 and 11th, 1954. 

An extensive Motion Picture Seminar of 
Proctologic Surgery (including office tech- 
niques) will be held on April 11th, 1954. 
All scientific papers will present the latest 
developments in proctology and gastroenter- 
ology. 

Because general practitioners, as well as 
gastroenterologists and proctologists, face 
proctologic problems in their daily practice, 
much of the program has been planned to 
answer their questions. 
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POSTGRADUATE CONFERENCE 
(Scott and White Clinic) 


The Temple Division of the University of 
Texas Postgraduate School of Medicine an- 
nounces its forthcoming Medical and Sur- 
gical Conference to be held Feb. 22-23-24, 
1954. The program, sponsored by Scott, 
Sherwood and Brindley Foundation, will be 
presented by members of the staff of Scott 
and White Clinic. 

The Postgraduate Conference will be di- 
rected primarily toward the interest of the 
physician engaged in private practice. The 
morning sessions will consist of operative 
clinics directed by the surgeons, with con- 
sulting internists, radiologists, and phatolo- 
gists participating; while the afternoon ses- 
sions will be composed of round-table lun- 
cheon discussions, panels, and symposia. A 
formal lecture will be presented each even- 
ing, with a banquet-lecture on the final night. 


Rural Health Topic of 
National Conference 


The roles of community planning, cooper- 
ative efforts, nutrition and insurance in the 
maintenance of healthful conditions in agri- 
cultural areas will be discussed at the ninth 
annual national conference on rural health 
in Dallas, March 4-6. 

The conference, sponsored by the American 
Medical Association’s Council on Rural 
Health, will be held in the Baker Hotel. It 
will be participated in by physicians and by 
farm, community and education groups, in- 
cluding agricultural extension workers, from 
all parts of the country. 


Obstetricians, Gynecologists 


to Meet in San Diego 


The annual meeting of the Southwest 
Obstetrical and Gynecological Society will be 
held in San Diego in 1954 and in El Paso 
in 1955. 

Locations for the next two meetings were 
selected at the third annual session of the 
society in Albuquerque, N. M 

Officers elected at the meeting are Dr. 
William McGee of San Diego, president; Dr. 
Celso C. Stapp, El Paso, president-elect; Dr. 
Charles E. Van Epps, Phoenix, vice-pres- 
ident; Dr. Jesse A. Rust, Jr., San Diego, 
secretary; and Dr. D. Dalton Deeds, San 
Diego, treasurer. 

Speakers at the convention were Dr. Albert 
H. Aldridge, New York City; Dr. Nicholson 
Joseph Eastman, Baltimore, Md.; Dr. Frank 
G. Nix, New Orleans; and Dr. Roy F. God- 
dard, Albuquerque. 
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CANCER OF THE GASTRO- INTESTINAL TRACT. 
By H. Necheles, M. D., Ph. D., F. A. C. P., Chicago* 


It is a fond hope that the causes and sub- 
sequently specific cures for cancer will be 
discovered in the near future. Until such 
time, we have to find methods for its early 
diagnosis and to help those that suffer from 
the disease. 

Unfortunately, the diagnosis of early 
gastro-intestinal cancer is so difficult, that 
most cases are diagnosed after the tumor 
has spread and is not resectable any more. 
Therefore, methods for early recognition are 
top questions that occupy our minds. 

For the case of cancer of the stomach, 
Ochsner and Blalock (1953) have expressed 
the present status of diagnosis succinctly: 
“It is our conviction that if the results of 
treatment of gastric cancer are to be improv- 
ed, treatment must be instituted at a time, 
when the diagnosis cannot be made by the 
presently used diagnostic techniques. If one 
waits until the clinical picture and presently 
available laboratory examinations are po- 
sitive it is likely to be too late.” 

If a simple and reliable method, suitable 
for mass screening, could be found that 
would indicate the presence of an early car- 
cinoma of the stomach, most of its 26,000 
annual (1948) victims may be saved (Ochs- 
ner and Blalock, 1953). During World War 
II, over 300,000 Americans were killed in 
action. During the same period of time, in 
U. S. A., about the same number of people 
were killed by cancer of the digestive tract, 
and of these deaths, 100,000 were due to 
cancer of the stomach (Lawton et al., 1951). 
The same authors reported that of 171,000 
patients admitted to their hospital, 21,200 
had cancer, and of these, 1,000 had cancer 
of the stomach. Thus, 0.6 per cent of all 
patients admitted and 4.7 per cent of the 
cancer patients had gastric malignancy. Re- 
sectability of cancer of the stomach may be 
as low as 10 per cent, and the 5 year survival 
rate may be as low as 0.8 per cent (Ochsner 
et al., 1953). 

Cancer of the stomach offers several as- 
pects, that may lead to the discovery of a 
simple diagnostic test. One of these are 
changes in gastric acidity that either precede 
or accompany this condition. 

It has been known for a long time that, in 
most patients, approximately in 90 per cent, 
gastric cancer is accompanied by hypo- or 
anacidity. Therefore, if a practical, fast 
* From the Department of Gastro-Intestinal Research, Medical 

Research Institute, Michael Reese Hospital, Chicago, Illinois. 


Presented before the County Medical Society Tumor Clinic, El) 
Paso, Texas, 7-28-1953. 


screening test for hypo-or anacidity were 
available, 90 per cent of those people over 
40 years of age may be found, that are suf- 
fering from the disease or its possible pre- 
cursors, such as gastric polyps, chronic gas- 
tritis, or atrophic gastric mucosa (Schindler 
and Smith, 1942; Niazi et al., 1949; Ochsner 
et al., 1953). The latter authors state, that 
in the case of benign polyps of the stomach, 
the incidence of achlorhydria was 100 per 
cent. A polyp only the size of a pea was asso- 
ciated with achlorhydria, even after stimu- 
lation with 3 doses of histamine. The first 
group would be operated, the second group 
would be either operated or watched closely. 


With aging, gastric acidity decreases and 
the incidence of anacidity increases consi- 
derably, apparently a normal phenomenon. 
In the male it rises from 3.6 per cent at 30-34 
years of age, to 23 per cent at 60-69 years of 
age ; the corresponding figures for the female 
are somewhat higher, 7.6 and 28 per cent 
(Vanzant et al., 1932, 1933, 1935). A dis- 
tinct sex difference seems to exist, because 
the drop in gastric acidity with age appears 
to occur only in males. This may be related 
to the greater incidence of gastric cancer in 
the male sex. However, age by itself does 
not seem to produce lower acidity. In a 
number of cases followed over many years, 
acidity dropped considerably in some, and 
not at all in others (Bloomfield, 1940). 


The incidence of anacidity in patients with 
carcinoma of the stomach is much higher 
than in normal persons of the same age 
groups. Niazi et al. (1949) found as many 
as 90 per cent of all patients with gastric 
cancer to have gastric hypo- or anacidity. 
Among 1,052 consecutive patients seen at 
the Mayo Clinic, in whom stomach secretion 
studies were done, the incidence of gastric 
cancer among males rose from 2.5 per cent 
at the age of 30-39 years to 13 per cent at 
the age of 70-79 years, and the correspond- 
ing incidence of achlor- and hypo- chlor- 
hydria (1-29 units of free HCl) rose from 
12 per cent to 40 per cent respectively. In 
the samé group, the incidence of normal aci- 
dity (30-59 units of free HCl) or of high 
acidity (above 60 units of HCl) was very 
low, varying from 0.1 to 2.8 per cent. As 
an example, the Mayo group calculated that, 
in the case of a male aged 60, with clinical 
symptoms of ulcer, with X-ray evidence of 
a gastric lesion, and with a free acid of 60, 
there were 561 chances in 1,000 of his having 
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a duodenal ulcer, against 3 chances in 1,000 
of his having a gastric cancer. If the same 
person would have gastric hypo- or anacidity, 
the chances would be reversed in favor of 
gastric cancer. At ages about 70, of 1,000 
patients, 129 will have gastric cancer, 9 
gastric ulcer, and 173 duodenal ulcer (Van 
Zant et al., 1935). 


Reports from different laboratories on the 
incidence and time relationship of achlor- 
hydria and cancer vary widely. The Mayo 
Clinic group has made extensive studies on 
this question (Comfort et al., 1937). It seems 
that two independent processes may lower 
gastric secretion in patients with gastric 
carcinoma, namely a predisposition for gas- 
tric cancer, and the cancer itself. Anacidity 
may develop long before the cancer itself 
developed (Comfort et al., 1947, Comfort, 
1951), and it may persist even after total 
removal of the cancer (Niazi et al., 1949). 
Analysis of the material of the Mayo Clinic 
has shown a distinctly higher incidence of 
anacidity long before gastric carcinoma 
became apparent, as much as 20 years. This 
indicates either a predisposition for cancer 
in the achlorhydric stomach or a common 
cause for both, achlorhydria and gasiric car- 
cinoma. It is well established now, that in 
pernicious anemia and in the presence of 
gastric polyps, histamine refractory achlor- 
hydria exists. In both conditions, the inci- 
dence of gastric carcinoma is considerably 
above that of the normal population. 


That cancer itself can lower gastric acidity 
is indicated by a relationship between size of 
gastric cancer and acid secretion. Thus, the 
percentage of anacidity was 49 per cent in 
cases of resectable cancer, 77 per cent in 
cases in which exploration was done but re- 
section was not carried out, and £3 per cent 
in frankly inoperable cases. When the size 
of gasiric cancer was 3 cm or less in diam- 
eter, secretion was practically the same as 
in a comparable group of normal persons. 
The larger the cancer was, the lower was 
free acidity and the incidence of achlor- 
hydria. The percentage of achlorhydria rose 
to as high as 90 per cent and free acid fell 
to as low as 10 units, when the cancer was 
10 cm or more in diameter (for other 
opinion, see Hartman, 1922). While these 
results suggest, that the growth of the tumor 
depresses gastric acidity, another interpreta- 
tion is possible. The larger cancers were 
found in stomachs that were known to have 
been achlorhydric before the development 
of cancer. This may indicate that cancer 
grows larger before symptoms lead the 
patient to have a medical examination when 
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achlorhydria had been present before the 
development of cancer, than when free HCl 
had been present. 


Cancer of the stomach may depress gastric 
acidity in several ways: by destruction of 
acid secreting cells ; by increasing the amount 
of neutralizing fluid in the stomach by ex- 
udation of materials from the cancer, by in- 
creased secretion of mucus, etc. ; and, finally, 
by vitamin deficiency and cachexia. Vitamin 
B1 deficiency has been held responsible by 
some. 


In the case of ulcerating carcinoma, plasma 
seems to exsude into the stomach, neutraliz- 
ing acid. Also, aminoacids have been found 
in relatively large amounts in the gastric 
juice of patients with cancer of the stomach 
(Shields, 1951). 


Achlorhydria is accompanied by invasion 
of the upper small intestine and of the 
stomach by bacteria, sarcina, etc. This ap- 
pears to be a secondary effect of the achlor- 
hydria and not its cause. The appearance of 
lactic acid in such stomachs is of interest. It 
is due to fermentation of starch and sugar 
by microorganisms, and to exsudation of 
lactic acid from the tumor into the lumen of 
the stomach. Normal cells metabolize glucose 
to carbon dioxyde and water. Malignant 
tumor cells have the characteristic ability to 
parasite foodstuff, breaking down glucose 
to lactic acid only. When more glucose than 
is present normally in the blood is offered to 
tumor cells, more lactic acid is formed. Thus, 
when glucose was given intravenously to 
patients with cancer of the stomach, the 
lactic acid in the stomach increased greatly 
(Shacter et al., 1949). This might be a test 
for detection of gastric cancer. However, 
the positiveness of the test would depend on 
the size and superficial location of the can- 
cer, as well as on the extensiveness of ulcer- 
ation, and the test would involve gastric in- 
tubation, a procedure that cannot be used 
for mass surveys. For the same reason, the 
increased content of aminoacids in gastric 
juice of patients with carcinoma of the 
stomach cannot be utilized. 


The gastric juice of patients with achlor- 
hydria, pernicious anemia, and gastric car- 
cinoma, usually contains a substance that in- 
hibits gastric secretion (Brunschwig et al., 
1940). Its nature, the mechanisms of its 
production and of its action are unknown. 
It may be a chemical artefact. 


Carcinoma of the stomach is often preceded 
or accompanied by various forms of gastritis, 
often by atrophic gastritis. In the latter con- 
dition, the acid secreting cells are diminished 
in number or absent altogether. Of course, 
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in progressed cancer, when most of the gas- 
tric mucosa is infiltrated, anacidity will be 
present. 

The question arose whether all kinds of 
cancers might produce substances which 
would inhibit acid secretion. It seems, how- 
ever, that cancer other than that of the 
stomach does not produce anacidity, except 
in terminal stages with cachexia. Others 
(Niazi et al., 1949) and ourselves have 
checked this. We have produced widespread 
fulminating carcinomatosis in the rabbit by 
injection of transplantable Brown Pearce 
cancer tissue into rabbits that had been 
sensitized with an effective carcinogenic 
drug, benzpyrene (Appel et al., 1938). The 
stomach was not invaded by cancer, although 
most other tissues and organs were. Gastric 
acidity was tested before and after cancer 
production, and no change in acidity was 
found. This agrees with our experience in 
man. Contrary reports did not take into 
consideration the natural increase in the in- 
cidence of achlorhydria with age and the 
nonspecific effects of cachexia and vitamin 
(Necheles and Appel, 1939, 

941). 


What practical test for mass screening of 
the population of cancer age can be used? 
Tests with intubation of the stomach or the 
use of gastroscopy or gastro-photography are 
out of the question for that purpose. The use 
of X-ray with microfilms is being tried, but 
the accuracy is somewhat doubtful, the yield 
of positive cases is small, and the costs are 
high (Ochsner et al., 1953). “During a three 
year period it took 31,426 examinations to 
find 91 cases of cancer at a cost of $531,879.- 
00, or nearly $6,000.00 per patient.” (Ban- 
croft, 1953). A number of patients in whom 
early, asymptomatic gastric cancer was 
found, have refused operation! The cyto- 
logical method of Papanicolaou is difficult, 
time consuming, and requires highly spe- 
cialized personnel. 


Recently, “tubeless” gastric analysis has 
been introduced. The principle is, that 
quinine bound to a resin, is taken by mouth 
and that quinine is liberated in the stomach 
only in the presence of acid. There is also a 
rough quantitative relationship between the 
degree of gastric acidity and the amount of 
quinine liberated. The free quinine is ex- 
creted in the urine rapidly, and its presence 
and concentration can be determined simply 
and rapidly. The drawback of this method 
would be, that not all cases of early gastric 
carcinoma would be recognized, because ap- 
proximately 10 per cent of stomachs with 
carcinoma have normal or even elevated 
acidity (Segal, 1950). Also, the method has 
not been standardized as yet (Bralow, 1953). 
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My laboratory has been the first to propose 
the detection of tumors of unknown location 
by radioactivity. We had been struck by the 
observation that certain dyes localize dis- 
tinctly, recognizable to the naked eye, around 
tumors and abscesses. Of course, a deepseated 
tumor could not be recognized. We proceeded, 
therefore, to attach radioactivity to such a 
dye. Evans blue was chosen; the molecule 
was split (H-acid), and radioactive bromine 
was combined with it. The new colorless com- 
pound behaved like the original dye, localiz- 
ing around tumors or abscesses. The latter 
emitted gamma rays which could be detected 
by an electron counter from the surface of 
the experimental animal. At that stage we 
got ready for tests on patients, when our 
funds ran out. Later, others have taken up 
our ideas and some even have acknowledged 
our priority. A similar technic for the de- 
tection of brain tumors is being used at the 
present time. However, promising as such 
method may be, it is complicated, expensive, 
and not usable for mass screening. 


Another approach we have tried has been 
an attempt to determine acid secretion from 
outside the body. When bromine is given by 
mouth, it is absorbed in the small intestine. 
Part of it is excreted in the urine and part is 
secreted into the stomach. The bromine ion 
behaves somewhat like the chlorine ion, both 
are secreted as inorganic acid by the stom- 
ach, i.e., as HCl and as HBr. Thus, radio- 
active bromine in the gastric juice may be 
detected with an electron counter, when the 
counting tube is applied over the region of 
the stomach. Unfortunately, bromine se- 
cretion was found to be too low and too er- 
ratic in normal subjects. The amount of 
bromine secreted into the stomach is of the 
magnitude of the ratio of Br to Cl in the 
blood. It is difficult to raise the ratio in 
favor of Br, because large amounts of Br 
salts are irritative and toxic. A person of 
50 kg bodyweight would require approxima- 
tely 30 grams of sodium bromide by mouth in 
order to obtain a serum Br concentration of 
approximately 100 m.E., and, consequently, 
a Br secretion into the stomach equal to the 
Cl secretion. This disposes of the use of 
bromine, but not of the idea. We know of 
other less toxic substances that can be used 
for the same purpose, and we will continue 
to work along these lines. 


In view of the frequency of cancer of the 
stomach in man, it is of interest to note, that 
the experimental production of cancer in the 
glandular part of the stomach of animals is 
extremely difficult. Man must have either 
a species predilection, or gastric carcinoma 
must be due to substances contained in man’s 
food which are not present in the natural 
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foods of animals (Tannenbaum and Silvers- 
tone, 1949, Willheim and Ivy, 1953). The 
nutritional origin of cancer is supported by 
observations on the greatly varying incidence 
of gastric carcinoma among different popu- 
lations and different localities (Ochsner et 
al., 1953). The large incidence of cancer of 
the liver among African natives appears to 
be related to early nutritional deficiencies 
(Kwashiokor). A constitutional factor is 
supported by the familial tendency of the 
disease and by a recent report on a signi- 
ficant relationship between blood groups and 
incidence of gastric carcinoma (Aird, 1953). 
Another point that has aroused considerable 
interest, is the close similarity between po- 
tent carcinogens, bile acids, and steroid hor- 
mones. An aberration in the formation of 
the natural products may yield carcinogens, 
but it will be hard to prove this theory. 


When we look at the distribution of cancer 
in the gastro-intestinal tract, we are at once 
struck by a real phenomenon. This is the 
frequent occurrence of cancer of the mouth, 
esophagus and stomach; then just an inch 
away from the stomach, the very small per- 
centage of cases of cancer in the small in- 
testine, and then again the very large in- 
crease in percentage of cancer in the large 
intestine. Mouth, esophagus and stomach, 
are exposed to a number of insults, such as 
thermal, mechanical and chemical irritation. 
The small intestine receives chyme, which 
has lost much of its irritating properties by 
the process of digestion and emulsification. 
In the large intestine we find that the phy- 
sical as well as the chemical properties of 
the feces, may constitute a source of physical 
and chemical irritation. Naturally this is 
not the entire story, I realize, but I am fairly 
sure that it plays a contributory role in the 
different percentage incidence of cancer in 
the various portions of the gastro-intestinal 
tract.’ We have to consider another factor, 
too, and this is that in the stomach and in 
the colon absorption of food and of most 
other substances is minimal and that, ther- 
efore, the surface effect of carcinogens is 
maintained over much longer periods than in 
the small intestine, when the contents move 
along with greater speed, where absorption 
is rapid and, therefore, local effects will be 
much less. These ideas are supported by ex- 
perimental evidence. When animals are 
treated with injections of carcinogenic sub- 
stances, cancer will develop in places where 
irritation is present (Berenblum, 1949). 


In the case of cancer of the pancreas, the 
status of early diagnosis and five year sur- 
vival following radical operation is much 
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worse than in the case of cancer of the 
stomach. In a large series, cancer of the pan- 
creas was 5 per cent of all malignant cases 
and cancer of the stomach was 20 per cent. 
The presence of positive clinical evidence and 
of positive laboratory tests seems to occur 
late in the development of the lesion (Brown 
et al., 1952). 


Carcinoma of the pancreas in its early 
stage is very difficult to detect. If larger 
pancreatic ducts inside the pancreas are oc- 
cluded early in the disease, an increase in 
serum amylase may indicate the location of 
the cancer. The amylase test is short, inex- 
pensive, and can be performed in every la- 
boratory. It should be used much more fre- 
quently, because it may give the only in- 
dication of existing pathology. It must be 
noted, however, that elevation of serum 
amylase is a transient process, that may last 
only a few days. When the acinar cells of 
the pancreas in the area of an obstruction 
have been destroyed, no more amylase is de- 
livered into the blood stream (Popper and 
Necheles, 1948). 


Cancer of the papilla of Vater is accom- 
panied often by elevated values for serum 
amylase and serum alkaline phosphatase. 
Although the latter is regarded as indicating 
obstructive jaundice, the situation is not 
clear. The pancreas produces large amounts 
of alkaline phosphatase, and obstruction of 
the pancreatic ducts only, not of the bile 
ducts, leads to elevated serum phosphatase 
in the dog (Nothmann, 1944). It is claimed, 
that elevation serum phosphatase in pan- 
creatic disease in man is due to concomitant 
liver disease with intrahepatic obstruction of 
bile canaliculi, but this remains to be clar- 
ified. 

Recently it has become apparent that the 
pancreas plays a role in blood clotting, pos- 
sibly by a primary effect of pancreatic tryp- 
sin liberated by destructive processes in the 
pancreas and entering the blood stream 
(Ferguson et al., 1939). Thus, the not in- 
frequent observation of thrombosis in as- 
sociation with cancer of the pancreas may 
find its explanation. I know a few cases in _ 
which the only premonitory signs on which 
the diagnosis of cancer of the pancreas was 
made, were occurrences of venous thrombo- 
ses, sometimes early in the disease. A note of 
warning should be introduced, however. It 
is quite possible, that the opposite pheno- 
menon can occur with cancer, namely fibri- 
nolysis, leading to solution of blood clots, 
low blood fibrinogen, inability of the blood 
to clot, and profuse hemorrhage (Coon and 
Hodgson, 1952). 

Another peculiar observation which so far 
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we are unable to explain, is the occurrence 
of mild to severe mental disturbances in cases 
of carcinoma of the pancreas (Latter and 
Wilbur, 1937). Does the pancreas produce 
a substance necessary for normal function 
of the brain, or a substance which affects 
its normal function? It has been suggested 
that liberation of pancreatic lipase into the 
blood stream following destruction of pan- 
creatic tissue may be the factor, producing 
demyelination in the brain (Vogel, 1951).. 


Cancer in general is usually accompanied 
by loss in weight and anemia. In most cases 
the anemia is not due to destruction of the 
bone marrow or to interference with the me- 
chanisms concerned with the formation of 
blood. Recent studies indicate that, as in the 
case of a sterile abscess, the absorption of 
iron in the small intestine is disturbed. This 
may be due to toxins or other products from 
cancer tissue. 


One important diagnostic tool in the de- 
tection of cancer of the gastro-intestinal tract 
is the test for occult blood in the stool. While 
the positive test is accepted as significant, 
a negative test is doubtful. Our own studies 
indicate, that not all blood shed into the 
gastro-intestinal tract will produce a positive 
peroxydase test in the feces. My interest in 
this was aroused when I gastroscoped a 
patient with gastro-jejunostomy and ob- 
served a rather constant trickle of blood from 
a gastro-jejunal ulcer. Benzidine tests per- 
formed before and after gastroscopy were 
negative. Therefore, we gave varied amounts 
of human blood by mouth to normal vol- 
unteers. It was found that up to 15 mls of 
blood could be given without necessarily ob- 
taining a positive benzidine slide stool test. 
When the subjects with negative stools were 
given a mild laxative, a positive test was 
obtained under the same conditions in a large 
percentage of the tests. This experience may 
be utilized clinically. I propose a mild cat- 
hartic be given, in order to obtain a suitable 
specimen of stool. 


The destruction of the peroxydase reaction 
of hemoglobin is due to intestinal bacteria 
and to intestinal enzymes. We have not as 
yet attempted to try the stool test after ad- 
ministration of antibiotics (Kirshen, Sorter 
and Necheles, 1942). 


I have not attempted to give you a syste- 
matic review of gastro-intestinal cancer. 
However, I hope that it has been of interest 
to you to hear about ideas that may lead us 
on the hard way to diagnose carcinoma and 
to learn more about its nature. 
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